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ABSTRACT 

To develop skills and understanding of 
interdisciplinary teamwork, the University of Miami*? Department of 
Paaily pedicine and the school of nursing conducted a proje ct 
involving 10 teams of medical, nursing, and social vorfc students. The 
orisary objecti v e s of the project mere: (1) to instill and maintain 
positive attitudes in student physicians, nurses, and social mockers 
toward interdisciplinary teaavwrk in the delivery of comprehensive 
health care, and (2) to increase mutual understanding of the 
differing orientations and skills of these professions. Based on data 
collected by such mean 3 as closed- circuit television and objective 
testing, significant differences between experimental and control 
groups mere not revealed. However, the comparison group showed some 
significantly less favorable attitudes toward certain concepts. 
Subjective evaluations from students, preceptors, and families 
indicate! pro ject success. The study points to the need for more 
opportunities for student teams to work together early in their 
professional education and has implications for curricular 
modifications in health professional schools. Evaluation forms are 
appended. fJS) 
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ABSTRACT 

The University of Kud's P up o rtn e a t of Partly Nodi cine md the School of 
toning denonstrated e am year (1970-71) pilct health teao educutimal 
project, the priaory objectives were to instill and nsintsin positive 
attitudes in s indents touurd interdisciplinary te — iutI i and apprehensive 
health care, and to iacrenne understanding o<f the diffennt orientations 
md skills of these health professions. Ten student teens, each evened 
of one nodical , norsing and social work student, supe r vi sed by faculty 
p rec ept or s tr am the three disciplines , provided cnprd«tsit« health care 
for one fanily per teau. 

The p rogra n content for enporinental student teens enpbasixed delivery of 
total health case Through i^lenentation of n fanily health care plan. 
P r e c e pto r s supervised through closed- circuit television and one-way dr- 
rot, and by regal ar tean conferences and seninnrs. 

Significant dif f e r en c e s be tu e en e nporin e n tal and control groops were not 
revealed throng objective testing, althongh the coopnrison group (mm- 
dioosers) shooed sons significaartly less fnvorahle attitudes touurd cer- 
tain concepts. Subjective data, evaluations froa stnims, preceptors, 
md fend 1 ies , indicated project success. This study points to the need 
for acre o pp or tunities for student teans to uork together early in their 
professional e du c ation and has inplications f&t curricular notifications 
in health professional schools. 
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lap Invent at ion of the student health team concept is an imerttion in cur- 
rent health education despite wna j siQHtion in the literature 1 * 6 
that students should learn and work tofether if they are to participate 
later in effective interprofessional teoaamrl . Leading edereters 7 ** advo- 
cate reaching students early in their professional education to affect 
attitudes and behaviors positively, and to avoid stereotyping and role 
rigidities. To develop shills and a id ers tending of interdisciplinary tean- 
worfc, the University of Want's Departs ent of Fanily Medicine and the 
School of Parsing deoonst rated a ana year pilot project. Tan student 
hea th teens, each cor posed of oae nedicnl, narsirg and social veil stu- 
dent, supervised by a faculty preceptor toan fran the three disciplines, 
provided cunprehensive health care for aaa fadly per teen (Octeher throng 
May, 1970-71) . 

The priaary objectives of the project were: 1) to instill and nainfaia 

positive attitudes in student physicians, nurses and social worriers tnrard 
interdisciplinary teanuort in the da livery of unpitheajiive health care; 
and 2) to iacraase artaal mderstending o' the differing orient atiaan and 
shills of these professions. 



WIHQD 

Selection of Stedents : Forty-five of the first osst class of nedicnl stu- 

dents (il5) vohMteered for the project. Of these 45 choosers, 10 were 
rand only assigned to the enperinental gr oup far the project, and 12 were 
.assigned to the control group. A ceapurisen gvnp of 14 students urns ran- 
donly selected fran the 70 sou- choosers in the dess. Control and coapor- 
ison gr oap s participated only in pie and past-project attitude testing. 

Experieental (10), control (10), and L onp ^He n (9) nursing streets uere 
chosen in the sane a inner fran the introductory anrsing cnwa. Since 
only too first year gra du ate social wort students were avail ah la for the 
project, it was necessary to assign than to five tens each and no cooper - 
isons uere possible. 

Setting: A aodel faadly practice nit, within the andical canter, w*s 

utilized. Fadly and* cine has op e r at e d this unit slice 1905, cahiaiag 
undergraduate and graduate teaching with delivery of coag reheats ive fanily 
health care to a broad, sod ov canonic spec t run of private, fee-paying fan- 
nies. The Center is node**, sell e qu ip p ed and staffed to deliver care 
to j p pcuaria a te ly 1,000 faadlies. Closed circuit television and one-way 
nirror facilitated srafmt ob ser v at ion and teaching withanst inhibiting 
the patient or constricting s tu d ent initiative. 

P roar a n Content : Ten foni lies were chosen who were new to the Center and 

willing to wot! with students in m eveni ng clinic. Visits with fad lies 
over the seven nonth period ranged fran five to 12 per teen. The initial 
visit for every teen was n fanily orientation nesting in which the three 
students interviewed the total fanily in order to learn ah out their social, 
nedicnl and fanily history. A fanily health care plan was than designed 
with short and long tern goals la each prohlen area identified by the stu- 
dents or fanily. This plan guided succeeding health waiatenance visits 
ni was nodified to neet the fanily’ s developing needs. 
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Teaas conferred with fealty preceptors (physician, nurse, wei »1 w o rhe r) 
before and after each subsequent visit to discuss the f«Hy*s preblena 
m4 needs, «ed the i^laneatation of the health plan. Student's feelings 
«d perceptions about faily interactions, an well as about other team 
a e t hers end their roles were also discussed. In addition, a aonthly stu- 
dent-directed seminar was held with students and preceptors on concepts 
of health team, conprehensive health care and family nedicine, and other 
topics of student interest. 

Objective Evaluation: Objective eeaswres were related to attitude change. 
Experimental , control mi c omp ari son gm?s were nansured at the be gjaaing 
mi end of the project on the Nodical Attitudes Scale, used ia the Nnanond 
aad Hern Colorado study 9 (3b itans). Fora E of the hoi each Dopmtisa Scale 
(10 items) , and on 10 c on cept s using Osgood's Semantic Differential 11 . 
Concepts rclevnt to the aims of the project were chosen. The sane IS 
bipolar adjectives were used to evaluate each concept. 

Data tea lrs is : Data were analyzed by enltivnriate analysis of variance, 

testing the amount of change pro to post, on all scales, between ezperi- 
aantal and control groups. In addition, ezporineutals and controls were 
coopered with the aoa-cheeeer comparison group. Attitudes of nursing and 
aedical students were coapared at the end of the program to see h m they 
differed, and separate evaluations for the medical and nursing gr»fs 
showed amount of chtnge pm to pest for each gra*. 

Subjective Evaluation: Subjective data included evaluations from students, 

pr e cept or s , ami fuBTies. At the cone las ioa of the project, a psychologist 
(outside rater) interviewed students iadividaally for their final evalua- 
tion of the project. Pr e ce p t or s evaluated each student on a rating scale 
aad r ep o r t ed infernal iapressious . The families related their reactions 
concerning their health care and roles of the students m their health teaa. 

RESULTS 

Pre and post data were available oa 61 aedicml aad nursing students. 

Objective Evaluation: la general, there were feu differences between ex- 

peri went al and control groups Using a total score on the Nedical atti- 
tudes test, DofHtiss Scale, and factor scores on the 10 Semantic Differ- 
entials , tike grogs were not siptificaatly different statistically (P<.13). 

Khen the experimental, control, and comparison grogs were evaluated, they 
were M to be significantly different in their conc epts of (Semantic 
Differential) PSYCHOSOMATIC lOfCIAE, MJRSE, DhlGBT FAMILY, FAMILY K3>- 
tciAE mi SOCIAL PCP1CEA. Di ffer enc es were all in the direction of being 
aoxe positive for those who chose foe fadly nedicine elective (experi- 
nentals and controls) . Groups did not differ oa overall Nedical Attitudes, 
Dogmatism, or coecepts of FATIHIT, DOCTOR, SOCIALIZED MEDICIAE, or HEALTH 
TEAM; however, trends were again to w a rd the choosers consistently haring 
man positive attitudes. 



Comparisons of aedical and nursing students from foe experiaental g romp 
revealed their post attitude scores significantly different at P<.001. 
Table 1 shoos 12 selected variables. As can he seea there were ao differ- 
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ences in teres of IMical Attitudes and Dog— tisa, although nursos tended 
to be slightly am dog— tic. Seem used ft— the Se— tic Differential 
are the evaluative factor scores which Osgood has stated indicate attitude. 
At the 1% level of significance, the concepts of NURSE and SOCIAL WORKER 
were seen nore f a r o r a bly by nursing than by nodical students. A* the pro- 
ject focused on interdisciplinary tea—, how each student view e d other 
teaai a— hers was important. It is interesting that nurses held nore pos- 
itive views of both NURSE and DOCTOR, than nodical students held of then- 
selves and nurses . The nurse rated teen naabers as NUkSE 59.6, SOCIAL 
WORKER 58. 1, aad D OCTOR 57.3 while nodical students rated the to—, DOCTOR 
56.5, NURSE 51.2. and SOCIAL WORKER 51.1. 



TABU I 



Ccaparison Re tea— IMical 
On Twelve Selected 


and Nursing Students 
Variables 




VARIABLES 


hw 

Km 

i 

i 


saei 


t-ttST 


»— 


*.b. 


Naan 


S.D. 


Medical Attitude 


108.60 


6.i7 


lft.13 




0.20 


Dog— tisa 


116.10 


17.46 


120.75 


23.il 


0.48 


Evaluative Factors (S.D.) 












Hospital 


50.10 


7.85 


58. 2S 


4.97 


2.55** 


Psycho-tic Medicine 


52. 3D 


8.97 


56.50 


5.98 


1.13 


Morse 


51.20 


6.05 


59.63 


3.16 


3.55** 


Indigent F— ily 


41.10 


9.88 


41.50 


8.6S 


0.36 


F— ily Medicine 


57.80 


4.24 


58.38 


6.SS 


0.23 


Patient 


48.80 


7.63 


45.13 


2.70 


1.29 


Social Marker 


51.10 


6.24 


S8.13 


4.29 


2.70** 


Doctor 


56. SO 


4.64 


57. 2S 


4.37 


0.35 


Health Teaa 


SS .40 


5.93 


57.13 


6.29 


0.60 


Socialized Medici— 


38.50 


13. 3S 


S5.13 


7.20 


3.16** 



**P <.01 by Obi variate t-Test 

NOTE: Haiti variate Di ffer en ce using nil these variables N.001 

Lower Scores on Ntdicai Attitudes * note favorable to cunpreheasive 
care 

Higher Scores on Dog— tisa • ante dog— tic 

Higher Scores on Sea— tic Differential * nore positive 

Subjective Evaluation : Alth o ug h difficult to assess without coat— Is, pre- 

ceptor and Jtoieat self-eval— tioas indicated that attitude aad b eh a vior 
ch a n g es o cc urred in students particularly in the area of leaning to a ppr e 
ciate ad relate to each otters' discipliaes. Major gains stated by stu- 
dents were: 1) b e coni ng a aa ae of tbe enot ionel correlates of physical 

illness; 2) an derstanding f— ily i nteracti on aad its autwal effects; 3) 
learning that coahined knowledge leads to better petient care; aaul 4) 
appreciating the i apart an rv of a social a— ter — the health teen. 



Otter data which s— port success of the p ro j ec t are that nine of the 10 
exp e t iaent al aedical students elected to care for their f— ilies —otter 
year, even though the te— project had teminated. This fact conhined 
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with a stated preference for fail/ or general nedi cine as a career choice 
for si* of the students is a tether indication of project success. All 
the families elected to reaain with the F»ily Health Center for continued 
care because of this positive experience. 



It has been denonstrated that it is difficult to aeasure change i» attitude 
results night have been nore significant if behavior rather than attituJe 
were neasured. Plans for the ese of a behavior checklist with ell fiwps 
did not aaterialixe dee to lech of teds mi oppor tu nities for cent! sued 
observation of students’ clinical behavior oa ether services. Mure pro- 
jects shoe Id inrlude behavior nenoures such no observational rating scales, 
electives and career choices for nil grasps. 

In sone studies non-choosers hove been used es controls, (hr data would 
suggest that this is a risky piece dare since there were differences between 
those who did or did net c h ee se e Fanil? Medicine elective. In this study, 
snail snople site was a Uniting factor. The finding of a Ft 13 difference 
between experinental mi control g roup s with such n sooll s«ple cwW sug- 
gest differences night he tend if e larger sanple bed been avail able . 

IV wide range of dif fer en ce s in attitudes of nodical students and oases 
although possibly attributable to age, sea, and eteationel levels, points 
to the need for neve and better r nannaicatioa aneng health professionals. 
This United project indicates that it would be valuable to have sore op- 
portunities for ceUbiaed learning mi working together for students free 
the different health disciplines. Studies of this type have tether inpli- 
cations for curricular change in nodical mi other health professional 
f cheels. 
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Medical Education and accepted for future publication. 

An article titled, "An Interprofessional Student Health Team Experience 
in a Family Clinic" was published by the nursing journal, Nursing Outlook, 
February, 1972, Volume 20, No. 2, 111-115. 



Appendix B 



Directions : This U • atudy of «**t 

HftWtbSk about a number of aa ei a l aid o ti Uagl 



fji At t d iral 
tba boot mmm to 

Meb atatMont U2^H!£^SE^: * 

ferant potato of view. You will fin* y° tJgtel ^_y < "* ly ** .VZH rJiTUt ba aa 
dliagree strongly with othora. For moo statements poor optofao vtU oot •• aa 

clear cut. Whichever way you fool about any or tba otata^ta bo cartato 

that a good many people feel the way you do. »o Hi IT i m ^ m 
*11, no knowledge, but only your opinion to involved . Think quickly; yourUjao- 
dUte reaction to the statement im probably the beat one. lead each »tat<neo t 
carefully. Below it are five poeslbie anevere. Cbsoac the anawor you think ooet 
represents the way you feel and place a check nark in the space provided. 



1. NOW IMPORTANT DO YOU THINK IT IS FOR THE DOCTOR TO WON THE BFFECTW TO 
PATIENT'S ILLNESS ON HIS FAMILY IN ORDER TO PROVIDE ADEQUATE TREATMENT! 



2 . 



Not important at all 
Pretty unimportant 
Not eo inport ant 
Pretty laportant 
Very laportant 



THE GREATEST SERVICE A PHYSICIAN CAN PROVIDE IS IN 

AND ADJUSTMENT OF PATIENTS AND FAMILIES RATHER THAN IN CONCENTRATING ONLY ON 
THE TREATMENT OF IMMEDIATE ILLNESS COMPLAINTS OF HIS PATIENTS. 



3. 



Strongly disagree 

Disagree 

Undecided 

Agree 

Strongly agree 



IN MEDICAL PRACTICE TODAY THERE ARE SUFFICIENT SPECIALISTS SO THAT A -PPISPSL 
IN GENERAL PRACTICE SHOULD NOT ASSUME LONG TERM RESPONSIBILITY FOR HIS PATIENTS. 



Completely disagree 

______ Disagree 

_____ Undecided 

_____ Agree for the moat part 

Completely agree 

4. THE MEDICAL SCHOOL SHOULD TRAIN STUDENTS FOR SPECIALTIES RATHER THAN GENERAL 
PRACTICE. ’ 



Disagree completely 

Disagree 

Undecided 

Agree 

Agree completely 
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5, BO mi THE TEAT AS A PHYSICIAN W WW 9NBNR WlWfl FOR WE PAWMT® 
A1A MfftWPf Or A FAMILY IAMBI THAI PAIIBITS AS dHTUHWJ! 

_____ Definitely not 

Ho 

Undecided 
Ym 

Definitely yea 

6. THE HOST IMPORTANT FUNCTION OF THE PHYSICIAN IS TO UflEDlATELY BELIEVE 
THE SUFFERING OF THE PATIENT. 



__ Strongly 41oag.ee 
__ Disagree 
___ Undecided 

Agree 

___ Strongly agree 

7. IN A GENERAL PRACTICE THERE IS NO REASON TO STRESS C OOP HEALTH AND PROMOTE 
DISEASE PREVENTION SINCE THE AVERAGE PATIENT (MILT HANTS TO PAY FOR THE 
ALLEVIATION OF HIS DISEASE. 



___ For practically no cases at all 

__ __ For very few cases 

___ For soee cases 

___ For bo st cases 

For practically all cases 

8. I10H PRACTICAL DO YOU THINK IT IS FOR A DOCTOR IN CLINICAL PRACTICE TO TAKE 
TIME TO FOLLOW UP PROVOCATIVE CLUES OTHER THAN THE PRESENTING SYMPTOM^? 



It Is always impractical 
It is usually impractical 
Undecided 

It la usually practical 
It la always practical 



9. DO YOU THINK MEDICAL TRAINING IN THE CLINICAL YEARS SHOULD CONCENTRATE MOST! 

OP THE STUDENT'S TIME ON EVALUATION AND TREATMENT OP SPECIFIC DISEASE PROCESSES? 



10 . 



Definitely not 
No 

Undecided 

Yea 

Definitely yea 



A SPECIALIST SUCH AS AN OTOLOGIST, GYNECOLOGIST, PSYCHIATRIST, ETC . * ???? ALLY 
WOULD BE LESS EFFECTIVE ON A ROUTINE HOME CALL THAN A GENERAL PRACTITIONER. 



Strongly disagree 
Disagree 
Undec ided 
Agree 

Strongly agree 





a 



u. 



DO TOO THINK THAT IN A MEDICAL SETTING, THE DOCK* SHOULD 

UIVOLVO IH THE TREATMENT OT PATIENTS PARTICIPATE IN CASE DISCUSSIONS UCAID- 
LESS OS THEIR PROFESSION? 



12 . 



Alaoat never 
Not very often 
Quite often 
Usually 
Alaost elwye 



TO WHAT EXTENT 00 YOU TMtW A MEDICAL DOCTOR III A CLINICAL TUN **OLD 
uttu tuf team MEMBERS. SUCH AS SOCIAL WORKER, PSYCHOLOGIST ETC., SEFORE MAKING 
SASIC DECISIONS IN THE MANAGEMENT OF THE PATIENT, SUCH AS DISCHARGE. REFERRALS, 
OR PRONOUNCED CHANGES IN THERAPY? 



In none of hip caeee 

In soae of hie caeee 

___ In about half of hie ceees 

In aost of hi# cause 

In nearly all of hie caaea 

13, HOW IMPORTANT DO YOU THINK IT IS TO HAVE NOIOflJDICAL SPECIALISTS INCLUDED ON 
A TREATMENT TEAM IN A MEDICAL SETTING? 



14. 



Not important at all 
Pretty unlaportant 
Not ao important 
Pretty iaportant 
Very iaportant 



•HE MEDICAL DOCTOR IN A CLINICAL TEAM CONSISTING OP PSYCHOLOGIST, SOCIAL WRKER, 
IURSE, THERAPISTS, AND TECHNICIANS SHOULD TAKE A DECIDEDLY DIRECTIVE RATHER 
fHAN COORDINATING POSITION IF TREATMENT IS TO BE EFFECTIVE. 



15. 



_____ Strongly disagree 

Disagree 

_____ Undecided 

Agree 

_____ Strongly agree 

HOW IMPORTANT DO YOU THINK IT IS FOR A PHYSICIAN TO ACTIVELY PARTICIPATE IN 
ORGANIZED STATE PUBLIC HEALTH PROGRAMS? 



Not iaportant at ell 

Pretty unimportant 

Not ao important 

Pretty important 
Very Important 

16. A MEDICAL DOCTOR IS FREE TO DECIDE WHETHER OR HOI HE WANTS TO ACCEPT THE 
OPINION OF A CONSULTANT. 



Almost never 
Seldom 
Undecided 
Quite often 
Almost always 




a 
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IN GENERAL CLINICAL PRACTICE A MEDICAL SOCIAL WORKER IS UNNECESSARY PROVIDED 
AN EXPERIENCED NURSE IS AVAILABLE. 



Disagree completely 

Disagree 

______ Undecided 

Agree for the most part 
_____ Agree completely 

18. A MEDICAL DOCTOR SHOULD ACCEPT THE OPINION OF A CONSULTANT WITHOUT RESERVATION. 

Never 

_ Seldom 

_____ Undecided 
_____ Most of the time 

__ Always 

19. AFTER A PHYSICIAN HAS EXPL/ONFJ) TUE MEDICAL DIAGNOSIS AND PROGNOSIS OF A 
PATIENT TO HIS RELATIVES HE REFERS THE FAMILY TO THE SOCIAL WORKER FOR FURTHER 
DISCUSSION OF THEIR REACTIONS TO THE PATIENT'S DIAGNOSIS AND ILLNESS. HOW 
GOOD A PRACTICF DO YOU THINK THIS IS? 

_____ A very poor practice 
_____ A somewhat poor practice 

Undecided 

A fairly good practice 

______ A very good practice 

20. A PATIENT'S ABILITY TO PAY FOR MEDICAL SERVICES SHOULD NOT INFLUENCE TREATMENT 
GIVEN BY THE DOCTOR. 

_____ Strongly disagree 
_____ Disagree 
_____ Undecided 
___ Agree 
Strongly ec 

21. ADEQUATE TREATMENT CANNOT BE DONE UNLESS PERSONAL RELATIONS WITH PATIENTS ARE 
KEPT TO A MINIMUM. 

Disagree completely 

Disagree 

___ Undecided 

_____ Agree for the most part 

Agree completely 

22. A DOCTOR GENERALLY SHOULD REFUSE TO CARE FOR PATIENTS THAT DEFINITELY INDICATE 
UNFAVORABLE RESPONSE TO TREATMENT. 

Completely disagree 

Disagree 

Undecided 

Agree for the most part 

Completely agree 
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23 . new orna do you think that to do am adequate jo» as a rom persomal 

LIFE SHOULD BE SUBORDINATED TO THE DEMANDS OF CARIMC FOR PAXUWIS? 



24 . 



Not very often 
Quite often 
About Half the tine 
Almost always 
Always 



IN GENERAL PRACTICE A 
PROCESSES BECAUSE HE 



DOCTOR SHOULD REFUSE TO TREAT PATIE NTS WIT H DISEASE 
IS NOT INTERESTED IM THEM. TO WHAT EXTENT DO TOO ACtlRl 



_____ Strongly disagree 
Disagree 
Undecidt 
____ Agree 
_____ Strongly agree 

25. DO YOU THINK A DOCTOR SHOULD FEEL FREE TO REFUSE THE CARE OF PATIENTS WHO 
HE THINGS WILL BE UNCOOPERATIVE? 

He almost never should refuse 

Ho usually should not refuse 
______ Undecided 

He occasionally should refuse 

_____ He almost always should refuse 

26. GENERALLY THE MORE ILLNESSES A DOCTOR SEES THE LESS CONCERNED HE WILL BE WITH 
THE SUFFERING OF PATIENTS. 

______ Completely disagree 

Disagree 

Undecided 

Agree for nu i part 

Completely agree 

27. HOW MUCH SHOULD A DOCTOR TRY TO FIND OUT ABOUT THE PERSONAL PROBLEMS OF UlS 
PATIENTS IN ADDITION TO PROBLEMS RELATED TO THEIR ILLNESSES? 

Hardly anything at all 

______ Very little 

Not so much 
Very much 

As much as possible 

28. HOW MUCH DO YOU THINK PATIENTS CAN CONTRIBUTE TO THE TREATMENT PROCESS DURING 
THEIR ILLNESS? 

Practically nothing 

Very little 

Only a United amount 

_____ Quite a lot 
A vary largt amount 
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29. DO YOU TO INK THAT Hi A REGULAR OFFICE PRACTICE A MJSY DOCTOR CAN PROVIDE 
TIME TO TALK WITH EACH INDIVIDUAL PATIENT ABOUT PtOBUHS OTHER THAN HIS 
DffEDIATE COMPLAINTS? 

_____ Alw>it 

Not very often 

______ Undec Ided 

Usually 

Almost always 

30. MOST PEOPLE WHO ARE INTERESTED IN PSYCHIATRY HAVE EMOTIONAL PROBLEMS OF THRU 
OWN. 

_____ Disagree completely 
_____ Disagree somewhat 
_____ Undecided 
_____ Agree sooevhat 
______ Agree completely 

31 . THE GREAT MAJORITY OF SO-CAIXED MENTAL DISORDERS CAN BE TRACED DIRECTLY TO AN 
HEREDITARY TENDENCY OF SOKE SORT. 

_____ Disagree coopletely 
_____ Disagree sooevhat 

Undecided 

_____ Agree sooevhat 
_____ Agree coopletely 

32. PSYCHIATRIC TREATMENT IS A LUXURY RATHER THAN A REAL NECESSITY TO HOST PATIENTS 
WHO ASK FOR IT. 

Disagree coopletely 

_____ Disagree sooevhat 
______ Undecided 

Agree sooevhat 

_____ Agree completely 

33. AN EMOTIONAL UPSET SHOULD BE AS ACCEPTABLE AN EXCUSE FOR MISSING A FINAL 
EXAMINATION AS WOULD A SEVERE COLD. 

_____ Disagree completely 
_____ Disagree sooevhat 
_____ Undecided 
_____ Agree somewhat 
Agree coopletely 

34. A SOUND PRACTITIONER RESERVES HIS TIME FOR REALLY ILL PERSONS RATHER THAN 
NEUROTIC ONES. 

_____ Disagree completely 
_____ Disagree somewhat 
_____ Undecided 
_____ Agree somewhat 
Agree completely 
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35. ILK EXCLUSIVE USE OF SIMPLE REASSURANCE AND PLACEBOS (e.g., «*g*r piUs 
otl.f.r palliative techniques) 1!.' THFi TrJEATMENT OF KEUIOTICS IS JUSTIFIED IM 
VIH? OF TllE LACK OF EVIDENCE CONCERNING THE EFFECTIVENESS OF HOSE COMPLICATED 
THi PAPY. 

Disagree completely 

Disagiee somewhat 
Undecided 
Agree somewhat 
_____ Agree completely 

36. IT IS USEFUL FOR SOCIETY 10 DIVIDE PEOPLE INTO CATEGORIES 0#“ "SAME** OR “INSANE." 

_ Disagree completely 

_____ Disagree soaswhat 
_____ Undecided 
_____ Agree somewhat 
Agree completely 

37. PAT T CITS ILL WITH EMOTIONAL DISORDERS NUMBER MORE THAN THE TOTAL OF CIVILIAN 
PATIENTS IN OUR HOSPITALS FOR ALL THE MEDICAL AND SUBGICAL I LLNE SSES PUf 
T0CLTH2R. 

Disagree completely 

______ DJeagree somewhat 

Undecided 

_ Agree somewhat 
______ Agree completely 

38. LKHAVIOR PATTERNS CAN BE ALTERED AT MOST ANY LIFE PERIOD— IN CHILDHOOD, 
AJDOLESCLNCK, AND ADULTHOOD. 

Disagree completely 

2 Disagree somewhat 

_____ Undecided 

Agree somewhat 

______ Agree completely 

39. PSYCHIATRIC KNOWLEDGE IS ESSENTIAL TO THE TREATMENT OP MORE THAN HALF OP THE 
PATENTS A PHYSICIAN SEES IN HIS PRACTICE. 

_____ Disagree completely 
_____ Disagree somewhat 
_____ Undecided 

’ Agree somewhat 

Agree completely 

40. INTELLECTUALLY GIFTED CHILDREN ARE LIKELY TO BE WEAK AND RETARDED PHYSICALLY 
AND EMOTIONALLY UNSTABLE. 

Disagree completely 

* Disagree somewhat 

______ Undecided 

_____ Agree somewhat 
~ Agree completely 
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41. HEALTH SUPOVISICM AS Qt*9MMB> WTO CMUTIVH MDICHB If UNIMIERESTUIG AH* 
PROFITABLE TO THE PHYSICIAN. 

__ MUUtljr net 

He 

Undecided 

Yes 

_____ Definitely yes 

42. HYGIENE. Of TEN DEFINED AS THE SCIENCE OF HEALTH. If Af HJCI A fClIHCl AS 
IKTEKNAL MEDICINE AND POJIATIICS. 

_____ D lucres completely 

Disagree 

Undecided 

Agrra 

_ Agree completely 

43. SPECIFIC KNOWLEDGE NECESSARY YON PREVENTION Of DISEASE IS SO LOOTED AT THIS 
STAGE OF DEVELOPMENT THAT THE TIME OF A PRACTICING PHYSICIAN IS )HICH iETTEN 
SPENT IN CURATIVE MEDICINE. 

Completely disagree 

_____ Disagree 
__ Undecided 

Agree fox the seat part 

_ Completely agree 

44. FOR A WELL-ROUNDED MEDICAL EDUCATION, WORK IN PEDIATRICS AND SURGERY If 
DECIDEDLY MORE 1MP»»RTANT THAN WORK IN PREVENTIVE MEDICINE. 



_____ Strongly disagree 

___ Dlaagree 

_____ Undecided 

_____ Agree 

_____ Strongly agree 

45. PREVENTIVE MEDICINE NECESSITATES A DECREE OF UNDERSTANDING OF PATIENT'S ^ 
ATTITUDE TOWARD HEALTH AMD DISEASE THAT IS UNUSUAL IN THE CURRENT PRACTICE 
OP MEDICINE. 



Completely dlaagree 

Dlaagree 

Undecided 

Agree for the no at part 
Completely agree 



46. IN PRESENT DAY PRACTICE THE SOUND FOR TREATMENT OF P 1 ”*^** ” 

HARDLY ANY TIME CAN SE SPARED TO CONCERN ONESELF WITH PREVENTION OF ILLNESS. 



Completely dlaagree 

Disagree 

Undaclded 

Agrea for the nost part 
Completely agraa 
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41. MOM DVttXMR 00 WO TUJK IT If WO A PHYSICIAN TO PARTICIPATE IN TMOGMNf OF 

accident prevention? 

Met iaforunt at all 

Pretty uaiayertwt 

Mot m important 

_ Pretty important 
_ Very Im po r t-net 

41 , flMCP PREVENTION OP DISEASE IS DIRECTLY ECLATED TO TME PWVQTUS OP DISEASE 

ITSELF, THEBE IS MO SPECIAL ILASON TO TEACH THE PREVENTIVE ASPECTS IM SEP ABATE 
COURSES. 

Disagree completely 
Disagree 
Undecided 
— Agree 

__ Agree completely 

49. THEBE IS LITTLE VALUE IS STRESS INC PRINCIPLES OP DI SEAS E PREVENTION AS PERSONAL 
HABITS OF HOST ADULT PATIENTS ARE SO FIRMLY ESTABLISHED THAT THE FOSSIBILITT 
OP EFFECTING KOBE LAST IRC CH/C.CF IS RATHER UNLIKELY. 

Disagree completely 

__ Disagree 
______ Undecided 

______ Agree 

______ Agree completely 

50. PREVENTION OP DISEASE AS A MEDICAL ACTIVITY IS PRIMARILY THE RESPONSIBILITY 
OP HEALTH DEPABYMENTS BATHER THAN THE RESPONSIBILITY Of BEDSIDE PUYSICIAMS. 

_____ Disagree completely 
_____ Disagree 

Undecided 

_____ Agree for the meet pert 
Agree completely 
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ll, If Kiven the chCMi X would do something of griat benefit to the world. 

18. In the history of — nhlnd there have probably been Just a handful of really 
great th inhere. 

19. There are a number of people I have cosm to hate because of the things they stand 

tor, 

20. A men who does not believe in sow* great cauee has not really lived. 

21. It is only when a person devotes himself to an ideal or cause that life becomes 
meaningful. 

22. Of all the different philosophies which exist in this world there Is probably 
only one which is correct. 

23. A person who gets enthuslatlc about too many causes is likely to be a pretty 
’Srlshy-wsshy" sort of person. 

24. To co^romlse with our political opponents is dangerous because it usually leads 
to the betrayal of our own side. 

23. Vhen it comes to differences of opinion in religion we must be careful not to 
compromise with those who believe differently from the way we do. 

26. In tin* like these, a person must be pretty selfish if he considers primarily 
his own happiness. 

27. The worst crime a person could coemrilt is to attack publicly the poople who 
believe In the earns thing he does. 

28. In times like theae it is often necessary to be more on guard against Ideas put 
out by people or groups In one's own camp than by those In the opposing camp. 

29. A group which tolerates too much differences op opinion among its own members 
cannot exist for long. 

30. There are two kinds of people in this world: those who are for the truth and 
those who are against the truth. 

31. My blood bolls whenever a person stubbornly refuses to admit he's wrong. 

32. A person who thinks primarily of his own happiness is beneath contempt. 

33. Most of the ideas which get printed nowadays aren't worth the pater they are 
printed on. 

34. In this complicated world of ours the only way we can know what's going on Is 
to rely on leaders or experts who can be trusted. 

35. It is often desirable to reserve Judgment about what's going on until one has 
had a chance to hear the opinions of those one respects. 
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36. In the long run the best way to live Is to pick friends and associates whose 
tastes and beliefs are the same as one's own. 

37. The present is all too often full of unhappiness* It is only the future that 
counts. 

38. If a man is to accomplish his mission in life it is sometimes necessary to 
gamble "all or nothing at all." 

39. Unfortunately, a good many people with whom I have discussed Important social 
and moral problems don't really understand what's going on. 

40. Most people just don't know what's good for them. 
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• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


negative 


15. harmonious 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


dissonant 




27 



41 



FAMILY MEDICINE 



1. 


active 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


passive 


2. 


reputable 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


* 

* 


disreputable 


3. 


serious 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


humorous 


4. 


chaotic 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


ordered 


5. 


foolish 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


wise 


6. 


important 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


unimportant 


7. 


deep 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


shallow 


8. 


boring 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


Interesting 


9. 


emotional 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


rational 


10. 


valuable 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


worthless 


11. 


weak 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


strong 


12. 


unsuccessful 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


successful 


13. 


regressive 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


progressive 


14. 


positive 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


negative 


15. 


harmonious 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


dissonant 




?8 



INDIGENT FAMILY 



l. 


active 


• 

• 


• 

• 


« 

• 


• 

• 


• 

• 


• 

• 


• 

• 


passive 


2. 


reputable 


• 

• 


« 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


disreputable 


3. 


•erloue 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


humorous 


4. 


chaotic 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


ordered 


5. 


foolish 


• 

• 


• 

• 


• 

• 


• 

• 


* 

• 


• 

• 


• 

• 


vise 


6. 


important 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

* 


• 

• 


unimportant 


7. 


deep 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


shallow 


8. 


boring 


• 

• 


• 

• 


« 

$ 


• 

• 


• 

• 


• 

• 


• 

• 


Inters at log 


9. 


emotional 


• 

• 


• 

• 


« 

• 


• 

• 


• 

• 


• 

• 


• 

• 


rational 


10. 


valuable 


• 

• 


• 

• 


« 

• 


• 

• 


• 

• 


• 

• 


• 

• 


worth lass 


11. 


weak 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


strong 


12. 


unsuccessful 


• 

• 


• 

• 


« 

• 


• 

« 


• 

• 


• 

• 


• 

• 


successful 


13. 


regressive 


• 

• 


• 

• 


• 

• 


: 


• 

• 


e 

• 


• 

• 


progressive 


14. 


positive 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


negative 


15. 


harmonious 


• 

• 


e 

• 


• 

• 


• 

• 


e 

• 


e 

• 


• 

• 


dissonant 
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PSYCHOSOMATIC WOICWK 



1. 


active 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


passive 


2. 


reputable 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


disreputable 


3. 


serious 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


humorous 


4. 


chaotic 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


ordered 


5. 


foolish 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


wise 


6. 


Important 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


e 

• 


• 

• 


unimportant 


7. 


deep 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


: 


shallow 


8. 


boring 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


# 

9 


Interesting 


9. 


emotional 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


9 

• 


rational 


10. 


valuable 


• 

• 


• 

• 


e 

• 


• 

• 


• 

• 


• 


• 

• 


worthless 


11. 


weak 


• 

• 


e 

• 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


strong 


12. 


unsuccessful 


• 

• 


• 

• 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


successful 


13. 


regressive 


# 

• 


• 

• 


e 

• 


• 

• 


• 

• 


• 

• 


e 

• 


progressive 


14. 


positive 


• 

• 


e 

• 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


negative 


15. 


harmonious 


# 

• 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


dissonant 



* 
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INTK1D1 SCI PLIMARY HEALTH TEAM 



1. 


active 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


passive 


2. 


reputable 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


disreputable 


3. 


serious 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


i 

1 

1 


4. 


chaotic 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


: ordered 


3. 


foolish 


• 

• 


• 

• 


• 

• 


• 

• 


• 


• 

• 


i vise 


6. 


laportant 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


: unlaportant 


7. 


docp 


• 

• 


• 

• 


• 

• 


• 

• 


t 

• 


• 

• 


t shallow 


8. 


boring 


• 

• 


• 

• 


• 

• 


• 

• 


t 

• 


• 

• 


Interesting 


9. 


•aotlonal 


• 

• 


• 

. . • 


• 

• 


• 

• 


• 

• 


• 

• 


rational 


10. 


valuable 


V 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


: worthless 


11. 


weak 


# 

# 


• 

• 


• 

• 


9 

• 


• 

• 


• 

• 


strong 


12. 


unsuccessful 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


successful 


13. 


regressive 


• 

• 


• 

• 


• 

• 


f 

• 


• 

• 


• 

• 


t progressive 


14. 


positive 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


t negative 


15. 


haraonlous 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


: dissonant 



O 
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fOCULUKD MOICUIK 



1. 


active 


• 

« 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


passive 


2. 


reputable 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 


• 

• 


disreputable 


3. 


eerloua 


• 

• 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


• 

4 


hunorous 


4. 


chaotic 


• 

• 


• 

• 


• 

• 


• 

• 


• 

• 


# 

• 


s 

• 


ordered 


3. 


foolish 


• 

• 


• 

• 


• 

4 


• 

• 


• 

4 


• 

• 


• 

• 


vise 


6. 


important 


• 

• 


• 

• 


4 

• 


• 

• 


• 

• 


• 

• 


• 

• 


unlaportant 


7. 


deep 


• 

• 


• 

• 


• 

• 


• 

• 


4 

4 


♦ 

• 


e 

• 


shallow 


8. 


borlnt 


« 

• 


• 

• 


• 

• 


e 

• 


S 

• 


• 

4 


s 

• 


Interesting 


f. 


oaotlonal 


• 

• 


• 

• 


e 

• 


• 

• 


e 

• 


S 

• 


• 

• 


rational 


10. 


valuable 


« 

• 


• 

• 


• 

• 


e 

• 


s 

• 


• 

• 


s 

• 


worth less 


II. 


weak 


• 

• 


• 

• 


• 

• 


e 

• 


• 

• 


• 

• 


e 

• 


strong 


12. 


unsuccessful 


• 


e 

• 


• 

• 


• 

• 


• 

• 


• 

• 


s 

• 


successful 


13. 


ret restive 


• 

• 


• 

• 


s 

• 


• 

. • 


e 

• ... 


e 

• 


e 

• 


progressive 


14. 


positive 


• 

• 


e 

• 


• 

• 


e 

• 


s 

• 


e 

• 


e 

• 


negative 


13. 


hammlous 


s 

• 


e 

_ e 


e 

• 


e 

• 


e 

• 


e 

• 


» 

• 


dlseonant 
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Appendix E 



PRECEPTOR EVALUATION 



Resident's Name 



Date 



Preceptor ' s Nam e 

DIRECTIONS: Please circle the point on the scale under each question that best 

describes the resident's behavior at this time. Some sample behaviors are listed 
beside the first and last point on the scale. As you will note, 1 “ the most po- 
s £tivo response and 5 ■ the least positive response. If you think the resident 
only partially demonstrates some of these behaviors, select some point on the scale 
continuum between 1 and 5. 



SECTIONS 1 - DOCTOR- PATIENT RELATIONSHIP 

OVERALL ATTITUDE TOWARD PATIENTS 

Shows interest in patient as a 
person, is warm, friendly, but 
professional in attitude, non- 
judgmental teward other cultures 
and styles of living. 



Does not seem interested in pa- 
tients, except as they represent 
disease, is not friendly, warm, 

• or understanding, appears judg- 
mental and biased with patients. 



1 2 


3 


A 5 


STUDENT'S ABILITY TO COMMUNICATE WITH PATIENTS 




Uses clear appropriate questions 
and responses, uses language 
pat lent 8 can understand, picks 
up on verbal and non-verbal cues 
is able to establish positive 
relationships through use of ef- 
fective interviewing skills. 


> 


Cannot relate to patients ef- 
fectively, missefl* non-verbal 
cues, does not use appropriate 
language that patient under- 
stands. 

• 


1 2 


3 


4 5 


CONTINUITY OF CARE 


• 


— 


Is sensitive and responsible 
to total patient needs, 
recognises importance of seeing 
patients regularly for health 
maintenance, providing for follow- 
up, planning for future health 
care based on previous patient 
contacts and knowledge of. 
family. 

• 


Seems to understand only the 
immediate situation and relates 
care to that rather than a con- 
tinuum of need. 

i 


1 2 


3 


4 5 
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Preceptor Evaluation (continued) 



Page 2 



COMPREHENSIVENESS OF CARE 

Is complete in taking a history 
and physical, considers health 
education and preventive care, 
social and emotional aspects of 
health and illness, patient 
needs as well as demands, and can 
discuss these concepts with team 
as well as patients. 



Is disease oriented, focuses 
on medical problems alone. 



1 2 

/ 

FAMILY ORIENTATION 


3 


4 5 


Understands how family inter- 
action, motivations, and roles 
affect health and illness of 
all family members, sees family 
as the unit of care. 




Does not seem to see value 
in family orientation, fo- 
cuses only on the patient 
and his problems. 


1 2 


3 


4 5 


STUDENT'S ATTITUDE TOWARD TEAM MEMBERS 




Is able to work effectively with 
other team members, is friendly, 
cooperative, responsible,’ depend- 
able, has positive attitude to- 
ward team approach. 




• 

Appears to have a negative 
attitude toward working 
with other members of the 
team. 

• 


1 • 2 


3 


4. 5 


COMMUNICATION WITH OTHER TEAM MEMBERS 


• 


Is able to relate to team mem- 
bers professionally, communi- 
cates ideas effectively, keeps 
team informed concerning his 
knowledge about the patient and 
family, and consults with other 
team members concerning their 
knowledge and perceptions. 




Does not communicate with team 
members, is unable to relate 
or relates on a personal but 
not professional level, does 
not use information from other 
team members. 

\ 

\ 


1 2 


3 


4 5 



ERIC 



£ 4 . 



Preceptor Evaluation (continued) . 
UNDERSTANDING OF TEAM FUNCTION 

Knows how various team members 
function, appropriately consults 
with team, exhibits behavior con- 
gruent with a comprehensive 
physician role. 

1 2 3 



FLEXIBILITY IN TEAM FUNCTION 

Is secure enough in his role as a 
team member to recognize which 
member of the team should be more 
involved at which point in time, 
and able to share medical treat- 
ment with others whose services 
may be called for, recognizes 
this kind of approach as practical 
and useful in delivery of health 
care. 



tsr i- 

Page 3 

Shows little or no understanding 
of roles of team members, does 
not use team approach. 



4 5. 



Must always be the "leader" of 
the team, is unable to share 
or delegate responsibility for 
patient care, does not seem to 
appreciate the value in team 
approach . 



1 



2 



3 . 



4 



5 
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* . -Appendix F 

* 

FAMILY EVALUATION 

1. The most important things our student health team accomplished were 



2. My major problems are _ 

3. My family's major problems are 



4. My own state of health is 

5. My spouse's state of health i s , 

6. This experience with health care 

7. During this experience my impression of nurses 

8. During this experience ray impression of social workers 

9. During this experience my impression of doctors ' 

10. Educational preparation of health professionals nowadays is 

11. I think the reasons for this are ' 



12. Comprehensive health care should 



13. This student health team project was really 



14. At the end of this experience our family 

15. The positive aspects of this program for my family wer e 

16. The negative aspects of this program for my family were_ 

17. Some suggestions I have for the student health team project are 



18. If I was in charge of this program I would 



Appendix G 



Student Evaluation Questionnaire 

The most important thing my team accomplished was 

I never realized before that nurses 

I never realized before that doctors 

I never realized before that social workers__ 

Implementation of the goals for our family's care was 

Comprehensive family health care should 

A team coordinator should be 

Our greatest success with our family was in the area of 

The faculty member who contributed the most was from the field of 

At the end of this experience our family 

This student health team experience was really 

Members of my professio n can make an important contribution 

to family care in the area of 

Faculty participation was most meaningful when 

In the future I think the interdisciplinary health team concept will 

Educational preparation of nurses nowadays is 

I think the reason for this is 

After this experience I see myself in relation to my profession as 
Educational preparation of social workers nowadays is 

I think the reason for this is 

I think that educationally speaking this experience was 

I see myself in relation to patients as 

Educational preparation of physicians nowadays i s 

1 think the reason for this is 

Common educational experiences of physicians, social workers and nurses should 
include 



If I was in charge of this clinic I would 



APPENDIX H 



FAMILY EVALUATION 

1. The most important things our student health team accomplished were 

2. My major problems are 

3. My family's major problems are 



My own state of health i s . 

My' spouse's state of health is 

This experience with health care . 

During this experience my impression of nurses ' 

During this experience my impression of social workers 

During this experience my impression of doctors 
Educational preparation of health professionals nowadays is 

I think the reasons for this are 

Comprehensive health care should 



13. This student health team project was really. 



4. 

5. 

6 . 

7. 

8 . 
9. 

10 . 

11 . 

12 . 



14. At the end cf this experience our family 

15. The positive aspects of this program for my family were 

16. The negative aspects of this program for my family were 

17. Some suggestions I have for the student health team project are 



If 



I was in charge of this program I would 




SS 



18. 



Appendix I 



INTERPERSONAL BEHAVIOR CHECK- LI ST 

Directions; Place a check next to each item that describes a behavior 
of the student during a single incident of patient care. 
(This may be an in-patient, private, ward or ambulatory 
visit.) If the behavior cannot be evaluated, mark the 
item N/A. Use a 0 if behavior was not accomplished but 
was applicable. 

s/=Positive 
ONegative 
NA=Not Applicable 



1 . 

2 . 

3. 

4. 

5. 

6 . 

7. 

8 . 

9. 

10 . 

11 . 

12 . 

13. 

14. 



15. 

16. 

17. 

18. 

19. 

20 . 

21 . 



22 . 



23. 

24. 



Reads chart before seeing patient 
7 Individualizes the patient (calls him by name, looks in his 
face, etc.) 

: Introduces himself 

: Explains purpose of his presence 

: Introduces patient to other health team members present 

: Is pleasant (smiles, shakes hands, etc.) 

: Allows ample time to hear patient's complaints 

: Appears alert and attentive (uses verbal and non-verbal 

responses) 

: Is calm (does not exhibit tremulousness, hyperactivity, 

pressure for speech, etc.) 

: Uses words that patient can understand 

: Answers patients questions fully 

: Inquires about patients understanding of instructions 

: Does not impose personal beliefs upon actions of patient 

: Is responsive to non-verbal cues, such as demonstrations of 

pain or discomfort (interprets to patient or discusses with 
observer.) 

: Asks questions concerning social and emotional history 

: Explores patient's (feeling and concerns, fear, stresses, 

family problem. ) 

: Gives explanation of procedures 

: Keeps patient draped to avoid embarrassment 

: Attends to patient's comfort (by being physically gentle) 

: Seeks to determine health needs of the family as well as tha 

patient and plans intervention 

: Explains and utilizes community resources (medical, surgical, 

psychiatric consultation, legal aid, social or medical services, 
voluntary agencies, etc.) 

: Encourages patient and family to participate in planning and 

giving care (gives adequate instructions, encourages preven- 
tative care, uses demonstration and educational aids) 

: Explains an£ delay or need to leave patient waiting 
: Terminates session by using patient's name, walking to the 
door with patient, etc. 
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